converse ethical issues here are the quality of adjusted life years (QALYs) and the issue of a nonburdensome life, both of which may overlap at times into the assumption of equity axiom. For example, should a huge medical effort be directed to struggling to keep alive an emotionally tortured life rather than improve the medical conditions for a larger number of others who would benefit if the time and funds were available? Other associated philosophical issues of a partly medical ethical nature are pro-human supremacy, anti-bestiality and anti-vivisectionist issues.
In general, the assumption for life is the imperative which motivates all medical practitioners though there are many current debates questioning this in relationship to euthanasia and abortion, and also the equity constraints in sharing a financially compromised health/medicine budget, or even the beneficence aspects of struggling to torture a terminally ill patient with surgery and prolonged intensive care rather than accepting the inevitability of death with dignity using conservative measures.
Another major aspect of this assumption in favour of life which is not usually addressed is the selfsurvival aspect often so obvious in the patient but rarely recognized in the medical practitioner. The assumption for life (or livelihood) may influence the ethical management when a conflict arises between groups of ethical assumptions (principles) when for example the patient wishes the autonomy to choose for euthanasia to be administered by the doctor but the law forbids this even though the doctor approves of the wish and need for euthanasia. The doctor more easily survives if the law is obeyed. Another example may be whether to become involved in resuscitation or care of an ill person with an highly infectious disease where any resuscitation will certainly infect the doctor who will die as surely as the patient will die (e.g. Ebola Fever). By avoiding treating the patient the doctor lives to treat others! The antithesis of life is death, and through time there have been different approaches to death particularly in the medico-sociology context such as with tribal medicine men. Old people in certain societies voluntarily allowed themselves to be abandoned or killed as a normal part of life's span, or to hasten death for many reasons not necessarily current to arguments in favour of euthanasia but more related to survival of the tribe or community or to the natural passage of life. The concept of futility particularly as it applies to living and the "daily grind", may in some people's minds also have a negative bearing on this assumption in favour of life. Outside the medical ethical arena, there are many examples of the antithetical assumption for life (or assumption for death), particularly in respect of war, or in veterinary practice where animals are "humanely put down" for a variety of reasons.
B. Assumption in favour of AUTONOMY
This assumption presupposes that choice and consent for a specific management program is possible by the patient who has enough intellect and understanding to become involved in choosing between alternatives and who voluntarily wishes to do so. Competent comprehension underpins this assumption though of course the assumption holds also for irrational or ill-advised autonomy if this is the patient's wish (eg: the Jehovah's Witness view about blood transfusion in life-threatening massive blood loss). See also Brock and Wartman 10 and the subsequent correspondence 11 . For success, autonomy depends on other fundamental ethical assumptions (truth, equity and law) which are partly summarized in the concept of freedom of information without which informed self choice is not possible. Autonomy is a lynchpin of the rights of an individual patient. I consider, however, that too little is made of the responsibilities or obligations (as opposed to the rights) of the individual patient which also stem from autonomy, as the patient again has a choice and the free-will to act, but this time the choice is to put something back into the medical system for something gained (e.g. be a research subject, or consider the wider health issues in the community in which the patient lives, such as be more responsible with smoking behaviour, etc.). There are aspects of an equity assumption in issues of patient responsibility. In previous times autonomy was subjugated to other assumptions which took precedence, allowing the medical practitioner to indulge in parentalism on behalf of the patient. "Parentalism" (or in older terminology "paternalism") is the antithesis of autonomy though in any medical relationship it is usually impossible to eliminate parentalism completely because of the complex understanding required by the patient of the medical facts and options necessary for a truly informed choice in management. For the young child, or subnormal or unconscious patient, a parent or guardian may be entrusted with this autonomy; and sometimes advanced directives or declarations have been made by thoughtful patients in anticipation of their inability to participate fully in discussions on management for clinical conditions entailing extraordinary therapeutic measures. Although patient autonomy has tended to be regarded in recent times as the strongest "principle" in medical ethics, this place is changing again with the resurgence of other ethical assumptions such as beneficence, equity and law, thus relegating the "principle" of autonomy to the more realistic status of an assumption where in certain circumstances it is overruled. The autonomy of the medical practitioner must not be neglected in considerations of autonomy, though obviously many other ethical assumptions impinge on the practitioner's autonomy particularly law and equity.
C. Assumption in favour of BENEFICENCE
This assumption is referred to as beneficence rather than non-maleficence (a closely related ethical corollary) because in the medical sense the patient seeks help and therefore a beneficial result. Although some ethicists differentiate between these two concepts (Beneficence/Non-maleficence) as separate principles, I consider that they are part of the same basic assumption and just corollaries of one another, as do others 8 . Other corollaries to the assumption of beneficence, or attitudes which act towards the assumption of beneficence, are possible. Dignity of the individual is one such corollary which requires that medical management should preserve the patient's dignity, though all too often this assumption is subjugated to the assumption in favour of life. Wildly disfiguring operations or management involving severe compromise of dignity are embarked upon often with too little discussion together with the patient of the likelihood of such occurring. The "Golden Rule" 9 of "do unto others as you would have them do unto you" often motivates the medical practitioner who considers that what would be wished for oneself would be the best option for the patient. Parentalism in action! Best interests for the patient may of course clash with other assumptions (life, equity, truth, law, or even autonomy). The depressed suicidal patient may require and receive treatment allowing recovery against his or her initial autonomous wish to die. Benefit QALYs, or maximizing the minimum in therapy to achieve a relatively limited medical management regime, may be required (either by the patient, or by society due to lack of resources etc.) which may compromise beneficence; and within this context the reasonableness of the management plan in a societal sense may need to be discussed with the patient. The Double Effect situation may intrude on this assumption of beneficence as in mother/child deliberations with illness to either or both with a choice necessary in favour of one which compromises the other. This Double Effect situation may also be present in a single patient, for example where the medical management which may cause sterility in a young patient may be a crucial issue in treatment. Nonmaleficence aspects of high risk therapy or research may be important if the risks are particularly damaging even though they may be very rare occurrences.
The medical practitioner, I believe, also has to be considered within the ambit of this ethical assumption, as there is a moral requirement for the best competent behaviour as a doctor, which is over and above the legal negligence aspects of practice. Such issues arise in further medical consultation where the patient should be referred to the specialist practitioner considered to have the best diagnostic opinion and management options or to the best technical proceduralist, and not just to friendly colleagues of no special expertise. The antithesis of beneficence is maleficence and assumption for maleficence does not occur in therapeutic medicine, though it may come into some community corporate survival issues and in war. Maleficence certainly would appear to be the antithesis also of virtue ethics 12 , where there is an expectation that the virtuous or good path will be trodden.
D. Assumption in favour of EQUITY
This assumption of an equal share for all subsumes a number of corollaries such as equal rights to life, to health, to education, and equal freedoms of speech, of religion, of information for all mankind.
Nowhere else in medical ethics are issues more judgementally dependent on the interpretation of the "facts", the interpretation of optional management, and the odds that success will occur. All the time the interests of the individual must be weighed up against that of others, and of society as a whole, particularly important in issues of preventive medicine as canvassed by Rose 13 and countered by Charlton 14 . Utilitarianism and the setting of priorities are being attempted in some places (Oregon and New Zealand) [15] [16] [17] , though the process is fraught with difficulties because of the complexity of the information required, and because comparing different medical issues is sometimes like comparing completely different things which are similar in many respects but vastly different in other aspects (e.g. placental mammals and marsupials), and the ability to decide on priority may be impossible or at best a non-logical decision in the face of entrenched opinions. Issues of comparative justice (e.g. between two people) versus distributive justice (e.g. between a person and a group of people) also fall within this assumption for equity, and involve ethical decisions concerning the individual needs when balanced against other individuals (comparative) or balanced against society as a group (distributive) 18 .
This assumption for equity may clash with the assumption in favour of autonomy where there are financial or resource limitations prohibiting in such cases the absolute autonomy of the patient, who nevertheless retains the autonomous right to decide on a redefined set of options taking into account those restrictions.
Within the profession of medicine equity issues underpin peer review, educational opportunities, working conditions for the practitioner such as equal access to diagnostic or therapeutic options, public versus private medicine, etc.
The antithesis of equity is inequity which has been practised widely at different periods of history and today most notably is tolerated as differences in health and medical care between different countries (e.g. developed versus non-developed versus overdeveloped, etc.) or within countries (e.g. Australia and New Zealand with respect to Aboriginal and Maori health).
E. Assumption in favour of TRUTH
The assumption for truth, though virtuous and almost always honoured, is less easy to achieve in practice. Absolute truth may be impossible to achieve as it may not exist, or may exist in other forms to our current philosophical concepts 19 , and because truth may depend on the different perspectives of the persons seeking it. But even when the perspectives (for both patient and doctor) are almost of the same bias, each personality will influence the interpretation of truth because of their personal interaction; and this interpretation will subsequently change with the greater the number of people involved in attempting to arrive at such truth if more medical or lay opinions are sought. The options and the odds of success are both highly susceptible to the filtering mechanism inherent in the doctor's interests, interpretations, background medical education and a host of other variables, and will influence any "factual" presentation to the patient. These effects are often subconscious and not influenced by the professional integrity of the medical practitioner which is assumed to be part of the professionalism of the practitioner, and which itself is a corollary of the assumption for truth. Nevertheless there is a corollary to this professional integrity which accepts that the truth is more likely to be approached if scientific methods are used to research the issues involved.
Obligatory versus optional truth is also an issue where sometimes the assumption of beneficence overrides the requirement to be brutally frank about a diagnosis or prognosis. Obviously a complete medical education on any medical issue is not possible for a lay patient (and often is impossible even for a medical practitioner when presenting as a patient). Thus what must be explained to the patient is interpreted differently in different societies, and even in the one society it is interpreted differently by different specialties and by individual practitioners within those specialties.
The antithesis of truth is untruth and occasionally this untruth is used in medicine, more often as a partial truth or "white lie", when for example a badly injured, anxious patient is to have urgent surgery and is told that "everything will be all right" in an endeavour not to alarm the patient further and thus worsen, for example, his or her catecholamine status, when such a favourable outcome is far from certain.
F. Assumption in favour of LAW
The assumption for law is not just an assumption for justice though there is an element of an assumption of equity about the legal process. The concept of law is allied to the Kantian view of duty 20 particularly the duty to uphold the law, whether that law is the judicial law of the land or a religious, tribal, cultural, ethical or etiquette law binding on people who belong to the societal group. Members of an orderly group have a responsibility to obey the law, though they may voluntarily as individuals put themselves beyond the law and risk their self-preservation within the group (assumption for life). Medical practitioners are, I believe, bound by this assumption more forcefully than many believe. Even if the practitioner believes another ethical assumption has priority, the assumption for law may override that other assumption; and if the practitioner ignores the assumption for law then he or she may forfeit rights of practice (deregistration or gaol) or even risk death in certain jurisdictions (judicial and religious). This may explain certain otherwise doubtful behaviour-even Galileo recanted! Civil disobedience, though always possible, is antithetical to normal conservative medical behaviour; and thus not to indulge in civil disobedience becomes a type of medical societal group law. Competent behaviour, integrity and nonnegligent practice by the medical practitioner are also corollaries to this assumption in favour of law which in this instance follows the tenets of the profession. The guardianship of the patient for certain doctors (eg: anaesthetists) who act on behalf of the patient, whose free will they have temporarily removed by medication such as anaesthesia or sedation, is another aspect of the assumption for law where the autonomy of the patient is removed and is replaced by the doctors' obligation to act for their patient sometimes against other treating doctors. For example in an anaesthetized patient, who had specifically requested preoperatively that no blood be given no matter how seriously ill he or she becomes, yet the surgeon wants to extend the operation, which would almost certainly lead to extensive blood loss, rather than to perform a more limited palliative procedure in the patient. Such guardianship issues are at best contentious when differences of opinion arise, and may at times be a bitter battleground.
The threat of a possible legal action from the patient or relatives is unfortunately another factor commonly intruding into the ethical decision-making process. Some doctors will opt for an easy universely accepted management solution which they believe will shield them from medico-legal challenges rather than pursue a more appropriate controversial management course, because of their concern that costly (both financially and emotionally) and prolonged legal battles will ensue, even though they may ultimately be found to be correct in having used the controversial management. The law often differs in its interpretation of the correct and appropriate action which should be taken on medical matters (e.g. the legislation in New Zealand which has convicted a number of medical practitioners of manslaughter for acts of simple negligence 21 , or the situation 22 in New South Wales where a judge has decreed that it is "the law, not the medical profession, which determines the standard of care which is required" 23 ).
There is also a duty of care ethic, which in some countries is a legal requirement as well, but in all cases is accepted by the medical profession as binding on the profession, though it is not mentioned specifically in any of the codes of conduct such as The Hippocratic Oath or W.H.O. Declaration of Geneva. This duty of care to a patient requires that the medical practitioner must ensure that the patient has on-going continuing care acceptable to that patient and family. It is thus incumbent upon the practitioner to arrange alternative care for the patient if for any reason the original medical practitioner is unable to continue to oversee the patient's medical management, as might occur for instance if there were to be a major clash of ethical opinion.
The antithesis of law is anarchy and I believe no medical ethic assumes anarchy as the basis for action in any dilemma, and very few civilized societies, if any, are prepared to allow anarchy except for very short periods.
THE PRACTICE OF MEDICAL CLINICAL ETHICS
Once these assumptions are accepted as the basis of medical ethics, and in particular their nonhierarchical, non-immutable status, they may be used to assist in deliberations by those concerned in making decisions. The way in which ethical difficulties are dealt with in medicine is usually by consensus following widespread though often unstructured discussion, sometimes involving professional bioethicists. Some authors have been cruel enough to describe this as muddling through the issues rather than as planned decision-making 24 . A more structured approach, for situations where there is particular ethical concern, has merit as it ensures that crucial steps are not omitted; and I believe that the approach suggested by Kanoti 25 should be expanded along the following lines. The structure of the decision-making process itself depends to a certain extent on the assumptions discussed above, and certainly each of the assumptions should be reviewed for each patient so that all possibilities are considered for each case.
Stage 1. Medical Probabilities
The "facts" of the case must be formulated together with a declaration of any known bias that may possibly be operating. Diagnosis, staging of the disease and prognosis estimates should be as accurate as it is possible to make them. It is most crucial at this stage to obtain a second (or third, etc) medical opinion. If there is a true ethical dilemma then this first stage of gaining the factual background must be made as reliable as possible, and by identifying the uncertainties to allow the patient to appreciate the degree of doubt. This is not the time for a masquerade of medical infallibility. At this stage the major ethical assumption operating is that for truth though there may be aspects of the assumption for law as well.
Stage 2. Medical Practicalities and Possibilities
The different possibilities (and equally importantly any "impossibilities") should be listed and explained to the patient. Medical "impossibilities" may be possibilities to the patient if they are aired ("The worst enemy of good judgement is the unasked question" 25 ). The practicalities of the various options must be discussed along with the perceived odds of success for any particular option. The use of medical decision analysis 26 and meta-analysis of published studies will feature at this stage 27 with an ever-increasing emphasis on evidence-based medicine 28 . This stage again relies heavily on the assumption for truth but assumptions in favour of life, beneficence and equity become more important.
Stage 3. Ethical Practicalities and Possibilities
Concurrently with Stage 2 or very soon afterwards, the legal practicalities (law of land) and religious, cultural and tribal beliefs and laws must be taken into account along with the other ethical assumptions delineated in the first part of this article which are relevant to this patient's case. With respect to these ethical assumptions it is best to work through them in a systematic way to ensure that no assumption is left out of the consideration. The priority of any of these assumptions should not become an issue at this time as the important point is to make sure that all the relevant information is available. This is particularly important for any equity issues of a societal nature which should be listed only at this stage without any endeavour to assign a weighting.
Stage 4. Clarification of Values and Choices
At this stage the major task is to arrange the information in some order of priority so that choices may be described along with the relevant ethical assumptions governing each choice. The patient (if competent) and any relatives, friends and advisers will obviously have a major input at this stage. There may well be a number of different priority lists set up to cover all the different choices; and these possible lists may well have their ethical assumptions in a different hierarchical order because the importance of the assumptions may change depending on the management options (e.g. high mortality risk treatment versus disfiguring therapy versus life-saving but debilitating management). The rights and responsibilities of the patient should also be balanced in this stage of deliberation.
Stage 5. Justification of Decision
This is a most important stage and one which should be recorded in the patient notes incorporating the ethical and medical reasons for the decisions taken for the management plan. Often the act of documentation crystallizes views or values which were only partly formed before that event. If possible, some time (preferably at least 24 hours) should elapse after this documentation of the justification of these decisions before any further action occurs. This period should be followed by another detailed review of the decision and justification to allow for modifica-tion if necessary. If the decision is modified then a further period for reflection should be allowed if the urgency for therapeutic intervention allows.
Stage 6. Physician Review
At this stage, which may occur during the "cooling off" period recommended in Stage 5, the medical practitioner should review the decision in the light of his or her own ethical values and any laws or professional rules that may interfere with the ability to carry out the management indicated by the decision from the previous Stage. If the practitioner has any problems (ethical or medical) with the decision from Stage 5, then he or she has a professional responsibility (duty of care, and equity and law) to refer the patient to a colleague who will be able to care for the patient in the defined manner. There may of course be an irreconcilable conflict for all medical practitioners if the patient's decision is for an illegal act in the jurisdiction where the participants live-such as a patient's decision in favour of euthanasia. Under such circumstances the patient may only be offered a compromise solution unless the medical practitioner's own values allow him or her to accede to the illegal decision whilst being prepared to take a civil disobedience stance. If there is a true dead-lock between all available medical practitioners and the patient, Stage 5 may have to be renegotiated with the impossible solution locked out of the decision process. Unfortunately in such situations patients sometimes may take unilateral action by removing themselves from the medical treatment environment, an action which is rarely in their best interests. Thus any conflict at this stage should be handled very diplomatically to ensure continued good patient-doctor relationships. Ethical and legal difficulties such as these conflicts are often the types of ethical problems which help to redefine the ethical and legal stance of a community over time.
Stage 7. Action
This stage carries out the decision reached in Stage 5 which should only be instituted by those who have had the opportunity to take part in the decision process, and should not be passed over to a third party particularly a junior member of the medical team, or another specialist in a perceived specialty whose expertise may be needed to complete the clinical management process. If such expertise is required then those experts should be involved in at least Stage 6 so that they have an option to renegiotate the proposed management if they have any ethical, medical or legal difficulties 29 .
Stage 8. Reflection
This stage should include a review of the whole medico-ethical process with sufficient time allowed particularly for the health care staff to appreciate better the ethical process and also to help to reinforce for the patient and his or her relatives their own input into the process. It is best carried out after completion of the acute phase of management to allow the patient to believe in and cooperate with this early agreed management. This last stage of reflection, I believe, often brings into the open doubts and concerns both in patient and staff which may otherwise linger and, if repressed, will fester, inducing subsequent psychological or psychiatric problems in either patient, relatives or staff.
As T. S. Elliott says in The Hollow Man-"Between the idea And the reality Between the solution And the act Falls the shadow". The "shadow", of whatever psychologically or ethically unresolved problem, may go on to assume unhealthy proportions if not controlled. In situations where the patient dies this reflection stage is still very helpful for family members and staff who were involved in the decision process and who may carry their "shadows" to their detriment, if not resolved or at least counselled.
This approach to ethical dilemmas will I believe achieve the best clinical management decisions because the assumptions for autonomy, equity and law are inherent in the process itself, and all ethical assumptions should be considered in Stages 2 to 6. The physician allows the maximum autonomy for the patient without losing medical input and his or her own autonomy. And in the final stage of reflection, reassessment is always possible to allow future improvements in the management or decision process for the current patient or future patients.
